FOR a long time epidemiology was a term associated with the study of outbreaks of disease which were sudden and large-scale. The attempt to find common causative agents to which the majority of cases could be attributed has provoked a literature worthy to rank with some of the best detective fiction. So many of the guilty agents have now been either liquidated or rendered impotent that infectious illnesses have ceased to occupy the centre of the public health stage, and have yielded place, as objects of concern, to such chronic diseases as cancer, rheumatism, heart disease and the schizophrenias. These diseases do not generally show explosive outbreaks, although mental disorders have been known to behave in this way, as witness the outbreaks of Dancing Mania which originated in Italy in the thirteenth century. All this has led to a more exact concept of epidemiology as â€oe¿ the study of the distribution of a disease or condition in a population and of the factors that influence this distributionâ€• (Lilienfeld (1)).
What part have national statistics to play in finding out the distribution of mental disease in a population? We must first ask whether, in fact, we are ever likely to find out the distribution of mental illness. Our earliest national statistics dealt with causes of death. Death, however, is a definite and detectable state. With illness we are not on such firm ground. If we define illness as a departure from the normal, we must then define the latter. But while it is relatively easy to establish physical or physiological norms, or at least limits within which the norm lies, behavioural normality is a concept which can vary from person to person, place to place and year to year. Nor, in the case of mental illness, can we say that a man is as ill as he feels, since he may not think he is ill at all, but rather that his family is behaving oddly and needs the doctor. And indeed we know that the first case to present may not necessarily be the most severe case of mental illness in the household. Again, in mental illness, we cannot claim the help of the post-mortem. It may give us a better idea of the epidemiology of cancer of the lung, but it does not reveal the dis ordered thought processes of the deceased. Another of our difficulties is the person who has learned to live with his symptomsâ€"is he to be counted as well or ill?
Clearly we cannot depend either on the individual or on his fellows for data from which to determine the epidemiology of mental illness, and con tinuous surveys of large numbers of individuals would be impracticable. Some objective criterion of measurement is required, and one way to obtain it is by considering the effect of a person's actions on those around him. No man is an island, and in the ordinary way society gets along by a system of give and take. When, however, a person's mental state is such that this equili brium between himself and his environment, in the widest sense of the word, is disrupted, we have something which can be measured. It is with these measurements that national statistics are concerned.
â€oe¿ Disease is interpreted as a maladjustment between a host and the existing environment. The study of mass disease of human populations thus entails the necessity to deal with the community as a unit, a complete whole, all things living and non-living within a prescribed universe, if the particular concern of man himself is to be adequately understoodâ€• (Gordon et a!. (2)). When a causative agent, such as alcohol or Treponema pallidum can be isolated, this will be recognized as a separate element, so that we shall then have three items to considerâ€"the host, who has the illness, the causative agent, and the complex of factors which make up the environment. The absence or deficiency of an agent may also be causative, as in the pellagrous psychoses. Where no particular agent can be indicated, we shall probably find â€oe¿ an association of events or factors in such combination and at such time, that disease results it is probable that many mental illnesses are in this categoryâ€• (Gordon et al. (2) ). Each of these three factors, host, agent and environment, must be studied, but the results which we see are due to the resultant force of these factors. So far as the host is concerned, we are interested in such things as the sex, age, race, physical and psychical condition, heredity and acquired susceptibility of the man who is mentally sick. Sex, age, intelligence quotients are data which can be collected nationally. Where an agent is involved, as in drug psychoses, for example, it cannot be assumed that this is the sole causative agent or even the most important. Under the heading environment must be placed all external conditions affecting life and development; these factors can be grouped into three categories, physical, biological and social. In the physical category we shall include factors of time and place, involving comparisons of disease in large and small cities, in different climates. Biological factors, involving the action of living things other than man himself, have a somewhat limited appli cation in mental disease. The social component of the environment, which deals with all a man's associations with his fellow men, involves those values, beliefs and attitudes which characterize the behaviour of groups, whether these are territorial, like cities, the â€oe¿ new townsâ€• or neighbourhoods; organizational, such as political or religious groups, or face-to-face, such as families and groups of friends. Other environmental factors which need to be considered are population density, overcrowding, migration, occupation, general activities, cultural values, and the impact of technical developments such as the aeroplane, television and atom bomb. A number of these data are also suitable for collection on the national scale.
GENERAL MEAsuIu@s OF MENTAL ILL HEALTH
While there are certain factors which affect the individual, and cause individual breakdowns, there are others which set a general climate of mental health or sickness in a population. Such are illegitimacy rates, divorce rates, proportions of children appearing in juvenile courts or resorting to child guidance clinics, prosecutions for drunkenness or sexual crimes, and suicides. All these conditions, if present to a considerable extent, militate against the normal growth and development of family life. We have various sources of national statistics which enable us to assess the general mental climate, to measure its variations and to compare it with that of other countries.
In England and Wales in 1957, about 34,500 children were illegitimate at birth, out of about 723,000 born alive; in other words, 4@8 per cent. of the children born were not born into a normal family environment. Some extra maritally conceived children are legitimate at birth, because their parents have married by then. Altogether there were 89,000 maternities conceived extra maritally, in 1956, l2'6 per cent of all maternities (Registrar General (3)).
In 1957, again, the number of new out-patients attending child guidance clinics was 14,524 (Ministry of Health (4)). The age-limits for these children are not defined, but this number represents about 4 per 1,000 of those aged under 15.
Then there are the suicides, about 5,300 in 1957 or roughly 1 in every 100 deaths (Registrar General (5)). Another 5,400 people were known by the police to have attempted to commit suicide in the same year. The suicide rate per 100,000 population was 11 @3 in England and Wales in 1955, higher than in Northern Ireland, 3.3, Canada, 7@O,the United States, l0@2, but not as high as in France, 15@9, Sweden, l7@8 or Switzerland, 21 @6. Northern Ireland and Canada had low divorce rates, also, 0.10 and 0@38 respectively per 1,000 population, whereas the England and Wales rate was O@ 60, Switzerland O@89, Sweden 1 @2l and the United States 2@29 (United Nations (6)).
Some indication of the extent of resort to alcohol is given by the fact that in 1957 64,500 people were found guilty of drunkenness in England and Wales; this does not include people found drunk in charge of a car. The number represents 1 conviction of every 540 people aged 15 and over. Among indictable offences known to the police in this year, too, were 6,327 offences between males, 11,588 offences against women and girls under 13 or under 16, and 312 offences of incest (Home Office (7)).
HOSPITAL STATISTICS AS A MEASURE OF MENTAL ILLNESS
When we come down to the level of the individual we have to confess that we do not know how many people are mentally ill, but only those whose mental illness comes to light, as when they consult their doctors, or are removed voluntarily or compulsorily to mental hospitals. For such people we have three sets of national statistics, those prepared by the Ministry of Pensions and National Insurance, based on medical certificates of incapacity, those from the records of a sample of 100 general practices and those for patients in Mental and Mental Deficiency Hospitals. None of these three gives a complete coverage, and to some extent they overlap. Probably the data obtained from the General Practitioner enquiry (Logan and Cushion (8) One of the great hindrances to the utility of national statistical systems in this field has been the intrusion of the legal aspect. In this country, for example, a mentally sick patient has not just been admitted to hospitalâ€"he has been admitted either under an Act of Parliament or outside the provisions of an Act. As a result the tendency has been to think, not of the individual, but of the action of admission or discharge, or, on the other side of the Atlantic, of committal or separation. The patient is no longer Mr. Brown with his depressive psychosis; he is a first admission, or a Section 20 case; when he quits the hospital he will be a departure if he was a voluntary patient, but a discharge if he was a certified patient. These legal definitions have obscured the epidemi ological significance of hospital statistics, because they have not told us who is ill, but how many times the swing door at the hospital entrance has opened for someone to pass through. This difficulty is one which can be overcome, and is in process of being overcome here, as we shall see later. It is inherent in the fact that national statistics are so often collected for lay administrators, whose concern is with providing beds for bodies rather than with the aspects of mental illness as such.
A number of countries now have fairly detailed mental hospital statistics. Of the English-speaking countries, Canada and the United States were in the field before us, with an impressive series, but since 1949 we have been trying to catch up. In that year a system was started of recording data of patients coming into or going out of mental hospitals. The record cards are sent each month to the General Register Office, where the information on them is coded, transferred to punched cards, and tabulated. For the first five years we were concerned only with events of entering and leaving hospital. In the first year or two we made no attempt to distinguish who was admitted for the first time from who was readmitted, and as a result we came in for some sharp criticism. However, it must be remembered that the hospitals which became vested in the Minister were very uneven in their standards of record-keeping, and to launch a national statistical scheme requires a great deal of hard work both with and by the hospitals, before we reach a state when the records are sufficiently reliable for conclusions to be drawn from them.
When considering the distribution of illness in a population, we think chiefly of incidence and prevalence. It is a sign of people's dependence on mental hospital statistics that in the literature first admission rates are commonly used as a measure of the incidence of mental illness, and the proportion hospitalized at a given time as a measure of its prevalence. If by incidence we mean the rate at which new cases of illness arise in the population, then first admission rates do not measure it; nor is the proportion of people in hospital at a given time a measure of the extent to which people are mentally ill. Most countries have a shortage of beds for the mentally sick and it has often been claimed that if the supply of beds were equal to the demand, then first admission rates would give a true measure of incidence. But now the whole trend is away from treatment in specialist hospitals, or in hospitals at all. This does not mean that hospital admission rates, whether first or subsequent, are useless measures, but that they will need to be extended to mental illness wherever it is treated before they give anything approximating to an idea of incidence. The same argument applies to prevalence.
A first admission to mental hospital may or may not be due to a first episode of mental illness in a patient; it may or may not be the first time he is treated. In these respects the patients first admitted in any year do not form a homogeneous group. First admission is a term which, in any statistical system, must be defined. In our statistics we have been limited by the administrative organization of the hospitals; we have applied the term to statutory patients entering designated hosptials for the first time. Naval and military hospitals, long-stay annexes, mental rehabilitation centres, the State Institution at Broadmoor are examples of types of hospital not covered by our definition. In Canada, where the organization is freer, first admission applies to a patient admitted for the first time to any hospital for mental diseases or to the psychiatric unit of a hospital. There is, however, one great advantage in first admissions, and that is that they represent a number of different individuals, whereas re admissions may include the same person coming back several times. It is reason able to claim, that although hospital admission and residence rates do not give a true picture of incidence and prevalence, they give a not inadequate idea of the incidence and prevalence of serious mental illness.
HOSPITAL ADMISSION AND RESIDENCE RATES
Coming back to the concept of illness concerned with a host, an agent and the environment, national statistics have given us some ideas helpful in epidemiology. Firstâ€"who is ill? In 1956 more than 47,000 persons entered designated mental hospitals in England and Wales for the first time; this represents about 9 out of every 10,000 males and 12 out of every 10,000 females. In addition, there were about 36,500 admissions of people who had been in before; some of which may be multiple admissions of the same person; they represent roughly 7 for every 10,000 males and 10 per 10,000 females.
First and other admission rates vary according to the patients' ages, usually following the pattern shown in Table I . The female rates exceeded the male rates at ages 25 and over; there was little difference between them in the younger age groups. First admission rates were high among old people, but other admission rates low, due to deaths in hospital while on first admission or after discharge and possibly due also to elderly people staying on in hospital because they had nowhere else to go.
First admission rates have been increasing, for both males and females in the last few years. The admission rates give an indication of the comparative probability of admission to hospital at different ages. They can be calculated on the national scale, because we know the age distribution of the population.
They cannot be calculated for admissions to individual hospitals, because in general the sex-age distribution of the population of catchment areas is not known, and also it is by no means sure that patients go from a catchment area to one particular hospital. To know the numbers in each age group is useful, because individual workers can then see how far any particular group of patients is a representative sample of the national total.
The proportion of the population which is in hospital at a given time also varies with age. Thus in 1956 the rates per 100,000 home population for patients on the books of mental hospitals on 31 December varied for males from 14 at ages 10 to 19 to 749 at ages 75 and over, and for females from 13 to 1,227.
Other details about the sick person cannot so easily be incorporated in national statistics. Race is an example of this. It might be defined here as the complex of hereditary characteristics which distinguish a group of people, and which are unchangeable. Nationality, cultural milieu, religion can be changed, but not race. Data about this are not easy to collect on a national scale; precise definitions are difficult to give and there is the complication of mixed parentage. Some countries distinguish between whites and non-whites. Others, where there is a large immigrant population, as in Canada, distinguish country of origin. We have made no attempt to ask questions about race, colour or national origin, feeling that even if we could assess the numbers of patients of different races entering hospital, it would be very difficult, in interpreting the figures, to separate the effects of race from those of a foreign environment. Physical and psychical condition, heredity and acquired susceptibility are other things which national statistics must avoid, because it is impossible to provide precise categories to which patients can be readily assigned on a large scale and with uniformity over the country. In the first year of our enquiry, we asked a number of questions with a genetic bearing, such as whether the patient was one of twins or triplets, whether his parents were related by blood, whether the patient married a blood relation, what was the mental state of the patient's first spouse, the age of his mother at the patient's birth, his age at first marriage and the duration of his marriage. These questions yielded a large proportion of â€oe¿ not knownâ€• answers, and were a warning against the occupational disease known as â€oe¿ statistician'sgreedâ€•.
THE IMPORTANCEOF DISEASECLASSIFICATION IN EPIDEMIOLOGY
If the epidemiological approach is to make any worthwhile contribution towards solving problems of aetiology, it is necessary to have a classification of mental diseases. We know that there are various schools of thought about whether in fact there are mental diseases at all, or only people who are mentally sick. However, it seems unlikely that 3,000 psychiatrists would attend an inter national meeting on schizophrenia if they did not think such a clinical entity existed. Lemkau (10) rejects the theory that psychiatric illnesses should all be treated as reactions of varying severity scattered along some imaginary scale, and suggests that â€oe¿ the differences in distribution of the neuroses, schizophrenia, manic-depressive psychosis and alcoholic psychoses are so marked that they leave no doubt as to the specificity of these broad types of reaction or illnessâ€•. In our national statistics we have already found that for schizophrenia and manic-depressive reaction as so diagnosed, not only the first admission patterns are distinctive, pointing to a different incidence, but also the patterns of dis charge and retention, when the patients are followed up as individuals over a period of time. Peak admissionratesoccurredfor schizophrenics at ages 20â€"34, and in theolderage groups,45â€"74, formanic-depressive reaction. There may be real differences in theageâ€"specific admissionrates forthesetwo diagnostic groups, but the fact that such differences are known to exist may influence the diagnosis.
Any classification we may have of mental disorders must be such that it can be applied uniformly by codersâ€"regionally, nationally and internationally. Differences in admission rates between two diseases may be due to differences of incidence or to the fact that psychiatrists are using different diagnostic terms. For example, in England and Wales the admission rates for schizophrenia are lower than in the U.S.A. and Canada and those for manic-depressive reaction are higher. Does this really mean we are less schizophrenic than our transatlantic friends?
So far no universally acceptable classification of mental disease has been found. Section V of the International Statistical Classification of Diseases (11) issued by the World Health Organization in 1948 is devoted to psychiatry. While member states are all using this classification for their mortality statistics, Section V was not even tried in its entirety in any country but this one; Canada uses a modified form based on 21 categories in place of 26. I recently had an opportunity to discuss our difficulties with Professor Stengel, who has been making a study of the whole question on behalf of W.H.O., and in his opinion our troubles are not entirely due to the structure of the classification. Partly they are due to the way diagnosis is recorded on the record cards. We ask first for â€oe¿ mental, psychoneurotic or personality disorder causing admission to hospitalâ€•. Perhaps a collection of some of the diagnostic terms used would help to enrich a nomenclature, which, of its nature, can be expanded to cover any number of new terms. But while a nomenclature can expand, a classifi cation is fixed; once it has been decided how many categories to have, every diagnosis which turns up has got to be assigned to one or other of these categories. Although Section V provides 26 categories, in 1956 43 per cent. of the first admissions were in two categories, schizophrenia and manic-depressive reaction. Considering all we read in the journals about the numbers of people who consult their general practitioners with psychosomatic symptoms, it seems extraordinary that only 46 should have found their way into mental hospitals as first admissions in 1956; but that is what the diagnosis on admission shows.
I feel that national statistics could be made much more meaningful if the psychiatrists would think of the coders' problems of classification when they are recording the diagnosis. Maybe there is some alternative wording for such diagnoses as the following, which would make classification easier without sacrificing the truth:
Anxiety depressionâ€"in oriental (?disorientated How far can national statistics discern the factors affecting the distribution of mentalillness? I would not careto contendthatany one factor could be isolated by thesemeans.Statistics do not unearththeburiedtreasure; theydo, however, show you where to start digging, and this is surely a significant contribution.
If we consider the question of environment, the national statistics show up some interesting differences in admission rates according to the degree of urbanization of the patient's residence. For example, in 1953 for schizophrenia, people living in Greater London and the county boroughs had the highest rates, and thoseliving in ruraldistricts the lowest. In ruralareastherewas little difference between male and female rates in the younger age groups. Male admissionrates showed farwidervariations betweenareasthan did the female rates. The admission rates for manic-depressive reaction were very similar in Greater London, the county boroughs and the urban districts; female rates exceeded those for males in all three. The highest female rates occurred in the urban districts, that is, in the small towns. The admission rates were lowest for people living in rural districts, and lower for females than males. The admission curves differ for the two diagnoses, but for each diagnosis they are similar as between districts.
A number of theories can be advanced to account for these differences, such as: unstable people drift into the towns; the stress of town life causes more frequent breakdown; people are more tolerant of mental disease in country districts and so less of the sick are hospitalized; mental hospitals are mostly situated in urban areas, so town dwellers will go into them, but the farther a person lives from hospital the less likely he is to go there; social isolation causes breakdown and this is more frequently found in big cities, etc. All these and other explanations need testing on a small and intensive scale, but this is the field of the research worker.
Differential admission rates between social classes have aroused much interest and speculation, both here and elsewhere. The general finding is that there is an upward gradient in admission rates as we descend the Social Class scale. In Englandand Wales social class isbasedon a classification of occupa tions, made, and now brought up to date every 10 years, by the Registrar General. The assignment of an occupation to a particular social class is un doubtedly influenced by other factors which are closely associated with it; most occupations involve some correlated standards of education, type of residence, monetary reward, etc. In our statistics, patients are classified by Social Class on admission; resident patients are not so classified, because the longer they are in, the less significant does their occupational label become, and after 5 years or so their occupation might be better described as â€oe¿ mental hospital patientâ€•.
The excess admission rates for men in the lower social classes, found in a number of studies made in the United States, are also found here on a national scale. Moreover, since national statistics go on from year to year, and this excessshows up constantly, we know we have a realfactand not a temporary phenomenon. Table III shows that taking all diagnoses together, in 1956, for men aged 20 and over, the first admission rate in Class V was nearly double that in Class I and more than double that in Class II. For admissions other than first, the rate in Class V was about 2@7 times that in Class I and about 3@4 times that in Class II.
- The gradient was even more pronounced for schizophrenia, the ratio of Class V to Class I rates being 4@2 for first admissions and 6@7 for other admissions. The gradient is particularly marked in the age group 20â€"34. The same kind of social class gradient appears in most other diagnostic groups, but not in alcoholism or alcoholic psychosis. In 1956 for men aged 20 and over, the first admission rate for these two diagnoses combined was 83 per million in Class I, compared with 49 in Class V, and for subsequent admissions 92 compared with 52. The usual explanation of the excess in Class I is that the people in this Class are more or less obliged to get treatment, because of the professional consequences of their addiction, whereas in Class V these sanctions do not apply. Thanks, however, to deaths being coded by the deceased's occupation at the time of the Census, we have death rates by Social Class for different causes. Figure 1 shows that there was a considerable excess in Class I for deaths from cirrhosis of the liver, a condition generally associated with alcoholism.
The fact that Social Class V has higher admission rates than the others for some diagnoses does not necessarily mean that the risk to each individual in Class V of entering hospital is greater than that of people in the other social classes. Risk may be very unevenly distributed. To investigate the occupational subgroups which make up the Social Classes, data for all males aged 20 and over first admitted during 1949â€"53 were put together, and ageâ€"specific first admission rates for 100 occupational groups were produced, for schizophrenia, manic-depressive reaction and all other diagnoses. There was a further dis tinction made, between single men and those who, whatever their marital status on admission, had been married sometime. TableIV shows thatforschizophrenia, eachof thefive occupation groups in SocialClassI had lowerfirst admissionratesthan did the corresponding age-groups in the national average. The numbers in thesegroupswere small, however.But in the remainingfour classes therewas no such uniformity; some occupational groupshad higherand some lowerrates than theaverage. In ClassII,forexample,farmersand bailiffs, and proprietors and managers of food shops had ratesabove the average,whereas managers in various occupations had below averagerates. TableV shows occupation groupsinSocial ClassIIIwhereadmissions were abovetheaverage. On theotherhand,foremenhad rates lowerthantheaverage; so did passengervehicledrivers; policemen,firemen,etc.and servicemen (other ranks). Itseemsthatthelow rates heremay be due topersonnel selection fortheseoccupations. Selection may alsoaccountforthe lowerthan average rates ingroupspaidlargely on a commissionbasis, suchascommercialtravellers, insurance brokers, agentsand canvassers and roundsmen and van salesmen.
Even in ClassV itself, therewas a considerable variation inrates between occupation groups.Among the schizophrenics, costermongers and newspaper sellers, and warehousemen's and storemen's assistants had rates below the national average. The very high rates in Class V appeared to be due to two occupational groups, kitchen hands and labourers (see Table VI ). Dock labourers, however, had rates much below the average. The con ditions of employment of these men are different from those of other labourers. As they have to be registered with the Dock Labour Board, their employment is more stable. Also, as Young and Wilmott showed in their studies of Bethnal Green, sons tend to follow their fathers into this occupation. It seems, therefore, that the high rates in Class V are concentrated in these two occupational groups; kitchen hands and labourers; in both of these we should expect to find a high proportion of casual labour, and they might prove suitable temporary occupations for the unstable.
Another thing which shows up very prominently in our national statistics is that the distribution of hospitalized mental illness is very different among single people from among those who, whatever their marital status on admission, have been married at some time or other; with due apologies to Damon Runyon, we have called these, for brevity's sake, the ever-married. Table VII shows that for most age groups single males have very much higher rates than the married, and admission rates are mostly higher among single than among married women. The female rates were intermediate between those for single and married men.
Allowing for the higher rates among single as compared with married men, the social class gradient in the 5-yearly first admission rates for schizo phrenics was very similar for the two groups (Table VIII) . For single men the rate in Class V was 4@1 times that in Class I and for the ever-married 3@4 times.
TEE IMPORTANCE OF LONG-TERM S1-ur)Ii@s IN EPIDEMIOLOGY
One great advantage has accrued to us through having a system of mental hospital statistics in which record cards for individual patients are all sent to a central office, and which also results from having the bulk of our mental hospitals in the National Health Service. It is possible to bring together, for each patient, the records of different hospital visits, and so to build up a con tinuous hospitalization history. No matter how many different hospitals a person goes into, his records can all be paired up at the General Register Office.
This kind of approach, which deals with patients as persons, rather than as admissions and discharges, seems essential to the study of mental illness. Are mental hospital admissionsscattered at random over the populationor are the bulk of admissions due to a smaller group who keep coming and going who are perhapshospital-prone, as some peopleare accident-prone? How many who have left hospital relapse and at what intervals? What proportion oftheir total timedo theyspendinhospital? How do thesedatavarywithsex, age,status, diagnosis, social class? Thisisthetypeofquestion towhichwe hope to providean answer. We have,therefore, formed an Index from the cards for patients first admittedduring1954â€"56, and on the backs of the Index Cards we enterthe data of discharge and readmission as we receive cardsfor theseevents. At thesame time, a cumulative total isbuilt up oftimespentinhospital, irrespective of the number of visits. The method of follow-upis to take the patient's admission date, and consider hisposition on thecorresponding date, 3 months, 6 months, one or two years later, whether in or out of hospital or having died in hospital. In thisenquiry, too,the single patients have been distinguished from theever-married, and ithas been found thattheir patterns of discharge and retention differ, but thatthereisa closeresemblance betweenthepatterns forsingle males and femalesand forever-married males and females. Table IX shows thatthe ever-married lefthospital or died in hospital sooner than singlepeople,and a smallerpercentagewere in hospital continuously for 2 years. All four groups (single males and females and ever married males and females) with manic-depressive reaction left more quickly than the schizophrenics and a smaller percentage stayed in hospital throughout the two years. These results are for all ages; the differences between the single and ever married may be partly accounted for by the higher proportion of deaths among the latter, which may in turn be linked to the higher age-structure of the ever married groups. We have still to examine individual age-groups, which will no doubt produce varying patterns. Table X shows similar distribution patterns of total time in hospital for single males and females, and for the ever-married, but diagnostic patterns vary.
Itseemsto me thattheseTablesshow thatdifferent factors areinfluencing the hospitalization patternsof singleas opposed to ever-married people. Whether some form of premarital selection is at work, whether single people are hospitalized more readily because there is no one to look after them and discharged more slowly for the same reason, and other similar questions cannot be answeredby national statistics. We lookto theresearch workersto unravel thecomplex of conditions which producethe patterns we have found.
NATIONAL STATISTICS AND THE ECOLOGICAL APPROACH
The ecological distribution of mentalillness issomethingwhich has been arousing interest since the pioneer work of Faris and Dunham in Chicago, and this approach has been used with effect by Sainsbury in his study of Suicide. Itdoesnot seem,however,thatDunham's original ideahas been followed up, and a recent paper of his in the International Journal of Social Psychiatry (12) seems to me to confirmthis. He emphasizesthatâ€oe¿ the central objective in the sociological studyof mental disorder istwofold:first to isolate thosesocial variables that are causative or predisposing in the aetiology of the several types ofmentaldisorder, and secondly, toisolate thosecomplexesofsocial conditions thatareassociated withhighincidence ratesof thevariousdisorders.â€• What seems usually to be done, is to take some administrative areas, such as wards or boroughs,and findthe admissionratesto mentalhospitals fortheseareas. The Census volumes are then used to find, forexample,the percentageof one-personhouseholds,or the extentof overcrowding, as measured by the number of persons per room, and these data are correlated with the hospital admissionrates. It may be thathigh admissionratesare found where thereis a high proportionof one-personhouseholds. This is not the same, however,as showing thatthereisa high admissionratefrom one-person households. To test whether this is so, we need to know (a) the number of patients admitted from one-person households and (b) the number of one-person households. But a first essential is to delimit the areas from which the patients are coming. Statistics are usually presented for administrative areas, but there seems no reason why mentally sick people should be affected by administrative boundaries. Mental hospital patients may have a random geographical distribution by residence or they may be concentrated in certain areas.
Sincethecardsforall hospitals come intoa central office, patients admitted from any given area can be selected by their addresses, no matter what hospital they go into. We have started by taking patients first admitted in 1954 and 1955 from ten London boroughs, and have plotted their places of residence on maps. Where patients came from a shortstreet, theirresidence was marked in the middleofthestreet; forverylongstreets an approximate distribution was made. The patients were distinguished by maritalstatus. The maps indicate that there is a concentration of single people in what might be termed the â€oe¿ lodging houseâ€• areas, thatisthekindofareawhere large oldhousesareletoutinone roomed flatlets. We have already noticed that single persons have higher first admission rates than the ever-married.
Is this due to the circumstances in which theylive, or do theyhappen to live in certain areasbecausetheseprovidethe typeof accommodation theycan affordor,indeed, obtain?
We have also plotted the male patients by their social class, and this provides an interesting example of the way in which the various social classes are mingled in what are sometimes called the better-class boroughs.
It is, perhaps, possible to see the rudimentary form of some patient producing areas. We intend to feed into the maps several more years' first admissions and also to cover other diagnostic groups; at present we have limited the cases to schizophrenics, manic-depressives, and people with senile psychosis with or without mention of cerebral arteriosclerosis. If it is possible to find such foci of mental illness, we shall have provided the psychiatrists, sociologists, and anthropologists with areas for intensive study of the inter action between the environment and the mentally sick person. It is hoped that this will prove some help in investigating the aetiology of mental illness.
When statistics are collected year by year, there is no need to ask always for the same data. Provided certain basic information is obtained yearly, other questions can be added to the record card for limited periods. To try to find out the relative mobility of different types of patients we asked for a short time, in addition to address, â€oe¿ how long has the patient lived here ?â€oe Another year we asked about the age of finishing full-time education, which in this country is closely linked with the type of education. From this we shall make a study of patients with high educational status and low occupational grade, and low educational status with high grade occupation; these two groups can then be compared with those whose levels of occupation and education are more closely adjusted. Since many items such as occupation, and area of residence, are asked at the time of the Census, the General Register Office always has a nucleus of people who are experts in coding these data, and can also provide basic population distributions to use as denominators when rates are required.
CONCLUSION
People complain that national statistics deal only with large masses of people, whereas the physician has to deal with small groups. They do, however, tell us quite a lot about the average patient, and so provide a basis of comparison against which results from small groups can be set. It is by seeing which groups of patients differ significantly from the average patient and then setting our selves to find out why, that knowledge can advance. In statistics, numbers are seldom of much use for comparison; rates are required, and here national statistics have an advantage, because the office which provides them can also provide population distributions on which rates can be based. In national statistics uniformity of coding and interpretation can be obtained, because all documents are being handled by the same people. National statistics again, are useful in the international field and we are considering comparisons which can be made with the U.S.A. and Canada. Such comparisons will, we hope, have a bearing on the epidemiology of mental disorder. We do, however, recognize their limitations. They will tell you â€oe¿ whatâ€•, but they will not tell you â€oe¿ whyâ€•. They will show up the areas which need to be explored. It is often said that statistics raise more problems than they solve. We hope that our national statistics will not only raise problems about the epidemiology of mental disease, but also make some small contribution towards solving them.
